Incidence and Distribution.-Cystic pneumatosis is more common in men than in women. It occurs at all ages, but mainly between 25 and 50. About 200 cases have been reported in the literature (Dressler, 1939 ; Sauser-Hall, 1940) . Ferrandu in 1935 collected 180 cases, perhaps not all proven. Jackson in 1940 published a survey and added a case of his own, bringing the total of cases in the available literature to 172. Of these, twelve occurred in children and 160 in adults.
Aetiology.-The aetiology of cystic pneumatosis is obscure and none of the theories advanced is entirely convincing. Theories of a neoplastic or a chemical origin of cystic pneumatosis can be disregarded. The clinical picture of the reported cases is also unlike that of a gas-forming infection, the tissue reactions are not suggestive of an inflammatory condition, and bacterial cultures are usually negative. Animal experiments (SauserHall, 1940 ) have produced no evidence in support of a bacterial origin.
The mechanical hypothesis postulates a break in the intestinal mucosa through which gas is forced into the intestinal wall. The defect can be caused by a localized infection or over-distension of the intestine by gas. There is some evidence in support of this view. In a large proportion of cases cystic pneumatosis is associated with ulcerative diseases of the gastro-intestinal tract, with obstruction and hyperperistalsis-for example, duodenal ulcer and pyloric stenosis, intestinal tuberculosis, chronic ileus caused by adhesions, etc. This theory, however, fails to explain the generalized forms, and the fact that not all people with pyloric stenosis develop cystic pneumatosis. Dressler (1939) suggests that there may be a constitutional weakness in the walls of the lymphatics which enables a comparatively slight rise in the abdominal pressure to cause a dilatation of the lymphatics.
Pathology.-The gross pathology depends on the extent of the gaseous infiltration. As a rule the bowel is covered with grape-like cysts varying in size, shape, and number. They can be localized in all strata of the intestinal wall, usually in the submucosa and in the subserous tissue. Moore (1929) Histology.-Three small pieces were excised from the ascending colon and fixed in formalin. No bacteriological or chemical examination could be carried out. The macroscopical appearance of the specimens was characteristic: the cut surface showed small round or oval cavities 1 to 3 mm. in diameter situated in the intestinal wall. The consistency of the specimens was sponge-like, not unlike emphysematous lung tissue, and the cavities appeared empty.
Sections stained with haematoxylin and eosin showed the glands to be unchanged and no signs of inflammation in the mucosa (Fig. 1) . Closely arranged cystic cavities, varying in size and shape, occupied the whole intestinal wall. They were separated by slightly oedematous connective tissue, and some were lined by fairly large endothelial cells. Others showed flat cells only, or no lining at all. Numerous giant cells of foreign-body type lined some of the cysts; more often they lay freely in the loose connective tissue of the submucosa. Round, small cysts were seen close to the glandular surface, larger ones in the deeper layers. Some of these seemed to have been formed by fusion of two or more smaller cysts under pressure (see the " torn " wall in the larger cyst, Fig. 2 ). There were a few round cells, but no tuberculous or ulcerative changes and no signs of malignancy.
Most of the cavities were empty. Some contained a faintly blue-staining homogeneous material. In sections stained for fat some red-staining material was seen in a few cysts.
Disceusion
This case demonstrates how numerous are the disguises under which cystic pneumatosis of the intestine may occur. As in other cases, there was a long history of dyspepsia and constipation. The exact origin of these signs could not be established. The tumour-like mass was entirely formed by the cystic caecum and ascending colon. The cysts were located in all the layers of the intestinal wall, and they collapsed when incised. They contained some serous and fatty material. This might suggest that the cysts were formed from distended lymphatics. As Lamont (1929) points out, the anatomical arrangement of the lymphatics, which form a complicated series of plexuses, would be quite compatible with the tier-like arrangement of the cysts. Dressler (1939) assumes that the cysts are formed within the lymphatics.
The case was typical in that it simulated another disease-malignant growth-and was only recognized at operation. Its occurrence in an elderly woman was unusual. 
